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afford satisfactory evidence of freedom from active carditis (Perry).
Single readings are unreliable.

Studies of the leucocytic reactions of the blood do not afford a
sufficiently delicate test to be of clinical value in this matter.

The diagnostic points enumerated above work only one way; that is to
say, if they are all satisfactory, it may be concluded that active carditis
has ceased; whereas, if they are unsatisfactory, the continued presence
of infection or toxaemia must be inferred, but it does not necessarily
follow that it originates in the heart.

This leads to a subsidiary problem which may arise in connexion with
the recovery stage in rheumatic carditis; a child may continue to look
ill, with raised pulse and temperature readings, owing to active sepsis
in the tonsils and not to active carditis. This dilemma is uncommon,
which is fortunate, because much experience and patience are needed
to reach a conclusion in such circumstances. It is well to play for time;
as a general rule, when a child with obvious tonsillar sepsis has remained
after a rheumatic attack stationary and unimproved for not less than
six weeks, in the absence of active rheumatic symptoms, tonsillectomy
should be undertaken.
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5.-COURSE AND PROGNOSIS
The course of rheumatic carditis in children is extremely variable in
length and severity. Roughly, the length of the attack depends chiefly
on the severity of the infection and the degree of previous cardiac
damage. The most severe infection, the really fulminating carditis
which can kill a child in four days, is becoming very rare; but evea this
year (1937) I have seen a five-year-old child die within six weeks of his
first known symptom of rheumatism. Severe infections, especially those
with pericarditis and nodes, will be six to twelve weeks before they
subside satisfactorily; but the longest cases of all, necessitating six to
twelve months in hospital, occur in the cardiac cripples, especially those
with pericardial adhesions. On the other hand, there are scores of
rheumatic children with mild valvular disease, admitted to hospital
for a recrudescent attack, whose temperatures are normal within a
week and who are well in a month.
Once all active carditis is at an end the heart rapidly improves. Con-
valescence is quicker and smoother in tonsillectornized rheumatic
children than in those with septic tonsils.
One of the chief characteristics of juvenile rheumatism is its tendency
towards relapses and recrudescences; this is especially true of cardiac
rheumatism. This fact vitiates all attempts at accurate prognosis in
rheumatic heart disease in children, because it is very difficult to forecast
the likelihood of future attacks. All that can be said is that this danger
is increased by such factors as perpetual subnormal health, bad environ-
ment, exposure to epidemic throat infections, septic tonsils, and an